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THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


LM is a 58-year-old male who has been diagnosed with Chronic Obstructive Pulmonary Disease 
(COPD) for the past 3 years. He is experiencing increased dyspnea and sputum purulence, and has 
been diagnosed with his first COPD exacerbation of moderate severity. He has no known drug 
allergies and he has not used any antibiotics in the previous 3 months. His past medical history 

cludes insomnia and hyperthyroidism. His medications include salbutamol 100 mcg 1-2 puffs 
haled q4h PRN, tiotropium 18 mcg capsule inhaled once daily, zopiclone 3.75 mg PO qhs PRN, and 
methimazole 10 mg PO daily. 


What is the most appropriate treatment option for LM's COPD exacerbation? 


Select one: 


Prednisone 40mg PO daily for 5 days * 
Prednisone 40 mg PO daily for ¥ 
sidas DA NAi 1000 mg Rose Wang (ID:113212) this answer is correct. Based on LM's 


PO TID fors d symptoms and history, both steroids and antibiotics are 
Sansa indicated for the COPD exacerbation. 


Levofloxacin 750 mg PO daily x 5 days ® 
Roflimulast 500 mg PO once daily * 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 

LEARNING OBJECTIVE: 

To learn about the treatment of acute exacerbations of COPD. 
BACKGROUND: 


The initial management of acute exacerbations of COPD includes SABA, with or without SAMA, to treat 
dyspnea, Systemic corticosteroids are indicated in severe COPD to improve lung function, oxygenation and 
shorten the length of hospital stay. There is no advantage of using IV corticosteroids over oral 
corticosteroids. The duration of the oral corticosteroid therapy should be 5 days. Following the acute 
exacerbation, appropriate maintenance/controller therapy for COPD must be assessed to reduce the risk of 
future exacerbations. 


Antibiotics may be indicated if the exacerbation is severe and there are signs that a bacterial, rather than a 
viral, infection is present. If 2-3 of the following signs are present, then an antibiotic should be initiated: 
increased dyspnea, increased sputum volume or increased sputum purulence. In this case, antibiotics shorten 
the length of hospital stay and recovery time, reduce the risk of treatment failure and reduce the early 
recurrence of an exacerbation. The most common bacterial causes of AECOPD are Streptococcus 
pneumoniae, Haemophilus influenzae and Moraxella catarrhalis, However, in complicated 

patients, Pseudomonas aeruginosa and Klebsiella may be involved. The empiric choice of an antibiotic 
depends on the individual's risk factors, their previous antibiotic use and the local antibiotic resistance 
patterns. The antibiotics of first choice are: amoxicillin, doxycycline or sulfamethoxazole/trimethoprim for 5 
days. 


If the patient has had >4 exacerbations in the past year or has failed one of the agents listed above or has 
had antibiotics in the past 3 months, the likely infecting. pathogens are: 


Organisms listed above, plus: 
e Enterobacteriaceae 
© Pseudomonas aeruginosa 

Note: higher probability of resistant pathogens 


Based on these pathogens, the antibiotics of first choice are: 
Preferred: 


* Amoxicillin/clavulanate x 5 days 

* Cefuroxime axetil x 5 days 

* Levofloxacin x 5 days 
Alternative: 

© Azithromycin x 3-5 days 

© Clarithromycin x 5-10 days 


Question 2 
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e Ciprofloxacin x 5 days (if suspect Pseudomonas) 


RATIONALE: 
Correct Answer: 


(Option #2): Based on LM's symptoms and history, both steroids and antibiotics are indicated for the COPD 
exacerbation. 


Incorrect Answers: 


(Option #1): As LM is experiencing increased dyspnea and sputum purulence, antibiotics are indicated in 
addition to a steroid. 

(Option #3): Levofloxacin is reserved for complicated COPD exacerbations. 

(Option #4): Roflimulast is not indicated in acute exacerbations of COPD 


TAKEAWAY/KEY POINTS: 


To determine treatment for a COPD exacerbation, the patient's severity, symptoms (increased dyspnea, 
increased sputum volume, increased sputum purulence), exacerbation history of the last year, and treatment 
history of the last 3 months must be taken into account. 


REFERENCE: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Prednisone 40 mg PO daily for 5 days and amoxicillin 1000 mg PO TID for 5 days 


LM returns to the clinic after completing the prescribed therapies. Since he has had no improvement 
in his symptoms, his family physician asks for your assistance for deciding the next steps in LM's 
treatment plan. 


Which of the following is the most correct suggestion? 


Select one: 
Repeat the course of prednisone and amoxicillin X 
Do not provide any additional prescriptions and instead watch and wait for improvements % 
Levofloxacin 750 ¥ 
mag PO daily.for 5 Rose Wang (ID: 113212) this answer is correct. This answer is correct as LMis 


days experiencing treatment failure to amoxicillin so an antibiotic from a different 
class should be tried. 


Prednisone 5 mg PO daily for 6 months * 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To learn about the treatment of acute exacerbations of COPD, including treatment failure. 
BACKGROUND: 


The initial management of acute exacerbations of COPD includes SABA, with or without SAMA, to treat 
dyspnea. Systemic corticosteroids are indicated in severe COPD to improve lung function, oxygenation and 
shorten the length of hospital stay. There is no advantage of using IV corticosteroids over oral 
corticosteroids, The duration of the oral corticosteroid therapy should be 5 days. Following the acute 
exacerbation, appropriate maintenance/controller therapy for COPD must be assessed to reduce the risk of 
future exacerbations. 


Antibiotics may be indicated if the exacerbation is severe and there are signs that a bacterial, rather than a 
viral, infection is present. If 2-3 of the following signs are present, then an antibiotic should be initiated: 
increased dyspnea, increased sputum volume or increased sputum purulence. In this case, antibiotics shorten 
the length of hospital stay and recovery time, reduce the risk of treatment failure and reduce the early 
recurrence of an exacerbation. The most common bacterial causes of AECOPD are Streptococcus 
pneumoniae, Haemophilus influenzae and Moraxella catarrhalis. However, in complicated 

patients, Pseudomonas aeruginosa and Klebsiella may be involved. The empiric choice of an antibiotic 
depends on the individual's risk factors, their previous antibiotic use and the local antibiotic resistance 
patterns. The antibiotics of first choice are: amoxicillin, doxycycline or sulfamethoxazole/trimethoprim for 5 
days. 


had antibiotics in the past 3 mo Sanita ely AE 
Organisms listed above, plus: 


* Enterobacteriaceae 
* Pseudomonas aeruginosa 
Note: higher probability of resistant pathogens 


Based on these pathogens, the antibiotics of first choice are: 
Preferred: 


e Amoxicillin/clavulanate x 5 days 
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* Cefuroxime axetil x 5 days 


* Levofloxacin x 5 days 


Alternative: 
© Azithromycin x 3-5 days 
© Clarithromycin x 5-10 days 


© Ciprofloxacin x 5 days (if suspect Pseudomonas) 


RATIONALE: 
Correct Answer: 


(Option #3): This answer is correct as LM is experiencing treatment failure to amoxicillin so an antibiotic 
from a different class should be tried 


Incorrect Answers: 


(Options #1, 2): This is incorrect as LM is presenting with treatment failure and requires a change in therapy. 
(Option #4): Oral corticosteroids are not recommended as maintenance therapy in COPD. 


TAKEAWAY/KEY POINTS: 


To determine treatment for a COPD exacerbation, the patient's severity, symptoms (increased dyspnea, 
increased sputum, increased sputum purulence), exacerbation history of the last year, and treatment history 
of the last 3 months must be taken into account. 


REFERENCE: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Levofloxacin 750 mg PO daily for 5 days 


Which of the following is NOT an adverse effect associated with the overuse of inhaled betaz-agonists? 


Select one: 


Tremors % 


Hoarseness Y 
Rose Wang (ID:113212) this answer is correct. This is an adverse effect of inhaled 


corticosteroids, especially with inappropriate technique. 
Tachycardia % 
Nervousness % 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To recognize the adverse effects of inhaled betaz-agonists, especially with overuse and the long-acting 
formulations. 


BACKGROUND: 


Betag-agonists relax the bronchial smooth muscle by stimulating betay-adrenergic receptors, thus reversing 
the bronchoconstriction. There are short-acting (e.g. salbutamol) and long-acting betas-agonists (ie. 
formoterol, salmeterol, indacaterol). The short-acting formulations are used for rapid relief of acute 
bronchospasm and dyspnea, and prevention of exercise-induced symptoms. Salbutamol should be used only 
when needed to prevent the development of adverse effects. Long-acting agents are usually used as 
maintenance therapy in patients with COPD. 


Adverse effects of these agents include tremors, nervousness, tachycardia, heart palpitations and headaches. 
RATIONALE: 

Correct Answer: 

(Option #2): This is an adverse effect of inhaled corticosteroids, especially with inappropriate technique. 
Incorrect Answers: 

(Options #1, 3, 4): These are adverse effects that are associated with overuse of inhaled beta-2-agonists. 
TAKEAWAY/KEY POINTS: 


Betaz-agonists are effective for maintenance of COPD control as well as symptom relief. However, their use in 
susceptible individuals and at high doses may result in adverse effects. 


REFERENCES: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


[2] Mclvor RA. Chronic Obstructive Pulmonary Disease. In: Compendium of Therapeutic Choices. Ottawa, ON: 
Canadian Pharmacists Association. https://mynxtx.ca. 


The correct answer is: Hoarseness 
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THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


PA, a 56-year-old female, is suffering from a COPD exacerbation with symptoms including increased 
dyspnea and increased sputum purulence. PA has an FEV; of 65% and a CAT score of 10. PA has not 
had any exacerbations or COPD-related hospitalizations in the past. PA does not have a 

significant medical history except for COPD. PA has not used any antibiotics in the last 3 months. 
Furthermore, she is allergic to penicillins, whereby the nature of the reaction is hives. PA also has 
salbutamol 100 mcg on hand for immediate relief of her dyspnea and cough. 


As a community pharmacist, what would be the most appropriate antibiotic to suggest for PA? 


Select one: 
Amoxicillin x 5days % 


Doxycycline Y 


Foda Rose Wang (ID:113212) this answer is correct. Doxycycline is an appropriate first 


line therapy for COPD exacerbation in a patient with a penicillin allergy. 


Azithromycin x 3-5 days X 
Ciprofloxacin x 5 days * 


Mars for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


The initial management of acute exacerbations of COPD includes SABA, with or without SAMA, to treat 
dyspnea. Systemic corticosteroids are indicated in severe COPD to improve lung function, oxygenation and 
shorten the length of hospital stay. There is no advantage of using IV corticosteroids over oral 
corticosteroids, The duration of the oral corticosteroid therapy should be 5 days. Following the acute 
exacerbation, appropriate maintenance/controller therapy for COPD must be assessed to reduce the risk of 
future exacerbations. 


Antibiotics may be indicated if the exacerbation is severe and there are signs that a bacterial, rather than a 
viral, infection is present. If 2-3 of the following signs are present, then an antibiotic should be initiated: 
increased dyspnea, increased sputum volume or increased sputum purulence. In this case, antibiotics shorten 
the length of hospital stay and recovery time, reduce the risk of treatment failure and reduce the early 
recurrence of an exacerbation. The most common bacterial causes of AECOPD are Streptococcus 
pneumoniae, Haemophilus influenzae and Moraxella catarrhalis. However, in complicated 
patients, Pseudomonas aeruginosa and Klebsiella may be involved. The empiric choice of an antibictic 
depends on the individual's risk factors, their previous antibiotic use and the local antibiotic resistance 
patterns. The antibiotics of first choice are: amoxicilin, doxycycline or sulfamethoxazoletrimethoprim for 5 
ays. 


had antibiotics in the past 3 months, the likely infecting pathogens are: 
Organisms listed above, plus: 


e Enterobacteriaceae 


* Pseudomonas aeruginosa 


Note: higher probability of resistant pathogens 
Based on these pathogens, the antibiotics of first choice are: 
Preferred: 


* Amoxicillin/clavulanate x 5 days 
© Cefuroxime axetil x 5 days 


e Levofloxacin x 5 days 


Alternative: 
© Azithromycin x 3-5 days 
© Clarithromycin x 5-10 days 


e Ciprofloxacin x 5 days (if suspect Pseudomonas) 


RATIONALE: 
Correct Answer: 


(Option #2): Doxycycline is an appropriate first line therapy for COPD exacerbation in a patient with a 
penicillin allergy. 

Incorrect Answer: 

(Option #1): PA has history of a Type | allergic reaction to penicillins, thus amoxicillin should be avoided to 
prevent hypersensitivity. 

(Option #3): Macrolides have poor Haemophilus influenzae coverage and have significant rates 

of Streptococcus pneumoniae resistance, so they are not used as first line therapy. 


(Option #4): Ciprofloxacin treatment is reserved for patients at risk of Pseudomonas aeruginosa infection. 
TAKEAWAY/KEY POINTS: 


Question 5 
ID: 10235 


Corect 


Antibiotic therapy ıs indicated when the patient presents with at least 2 ot the tollowing symptoms: 
worsening dyspnea, increased sputum purulence or increased sputum volume. The choice of antibiotic is 
dependent on patient factors such as the number of exacerbations/year, allergy status, recent treatment 
failure, or recent antibiotic use. 


REFERENCES: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Doxycycline x 5 days 


Which of the following maintenance therapies should be initiated for PA? 


Select one: 


Budesonide/formoterol 200/6 mcg: 1 puff BID X 
Ipratropium bromide 20 mcg: 1-2 puffs BID * 


Tiotropium bromide/olodaterol {v 

adkotnlonie 25/215 mege2 putts Rose Wang (ID:113212) this answer is correct. This 

once daily. patient is in Group B and thus LAMA + LABA therapy is 
indicated. 


Tictropium bromide 2.5 mcg: 2 puffs once daily X 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To recognize the appropriate pharmacological therapies that maintain COPD control and prevent disease 
progression, based on the refined ABCD assessment tool. 


BACKGROUND: 


The GOLD committee's refined ABE assessment tool stratifies patients with COPD patients based on 
symptomatic presentation and exacerbation history. The stratification is dependent on two parameters: 
symptoms based on the COPD Assessment Test (CAT) or Modified Medical Research Council (mMRO), and 
exacerbation history. 


The refined ABE assessment places patients in group A if their mMRC is 0-1 or CAT <10 and they have a <1 
exacerbation that has not led to a hospitalization. Patients are placed in group B if their mMRC is 22 or CAT 
210 and they have a <1 exacerbation that has not led to a hospital admission. Patients are placed in group E 
if they have had >2 exacerbations in the past year (no hospital admissions) or if they had >1 exacerbation in 
the past year that led to a hospital admission. The mMRC and CAT scores are irrelevant in group E. 


A treatment algorithm has been proposed to guide therapy according to a patient's ABE stratification group. 
The recommendations made are based on evidence-based data that examines the safety and efficacy of 
these treatments in these specific patient populations. 


Patients in group A should be on short or long-acting bronchodilator(s) such as a short-acting beta agonist 
(SABA), short-acting anti-muscarinic agent (SAMA), long-acting beta agonist (LABA) or long-acting anti- 
muscarinic agent (LAMA). Patients in group B should be on a LABA and LAMA. Patients in group E should be 
ona LABA and LAMA . 


An ICS may be used in the following situations: 


* History of hospitalization(s) for COPD exacerbations despite being on appropriate long-acting 
bronchodilator maintenance therapy 


* 2 or more moderate COPD exacerbations in the last year despite being on appropriate long-acting 
bronchodilator maintenance therapy 


* Blood eosinophils of 300 or more per uL 
© History of/concomitant asthma 


* 1 moderate COPD exacerbation in the last year despite being on appropriate long-acting 
bronchodilator maintenance therapy 


e Blood eosinophils of 100 or more cells/uL or <300 cells/uL 


RATIONALE: 

Correct Answer: 

(Option #3): This patient is in Group B and thus LAMA + LABA therapy is indicated. 
Incorrect Answers: 

(Options #1,2,4): This patient is in Group B and thus requires LABA + LAMA therapy. 
TAKEAWAY/KEY POINTS: 


Patients in Group B require LAMA + LABA therapy to reduce the risk of exacerbations and improve lung 
function, 


REFERENCE: 


[1] Global strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Tiotropium bromide/olodaterol hydrochloride 2.5/2.5 mcg: 2 puffs once daily 
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THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


A 55-year-old female, SN, has chronic obstructive pulmonary disease (COPD). She comes to your clinic 
and complains that she can no longer keep up with her friend, who is of similar age, when they are 
walking through the mall because she keeps having to stop to catch her breath. 


According to the Modified Medical Research Council (mMRC) dyspnea guidelines, SN's COPD is most likely 
classified as: 


Select one: 
Grade 1 * 


Grade Y 
> Rose Wang (ID:113212) this answer is correct. SN fits the Grade 2 description as she walks 


slower than her friend who is of similar age to catch her breath. 


Grade 0% 
Grade 4 X 


Marks for this submission: 1.00/1.00, 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To understand the clinical utility of the mMRC (Modified Medical Research Council) dyspnea scale in 
determining the patient's baseline level of breathlessness and functional impairment, and monitoring the 
patient's progress over time with the use of pharmacological measures. 


BACKGROUND: 


The mMRC dyspnea scale (Table 1) is used to assess disease severity based on the cardinal symptom of 
COPD, which is dyspnea. There are five grades assigned to the scale. The higher the grade (e.g. grade 4), the 
worse the prognosis and the higher the mortality risk. It is also a simple, 5-minute assessment tool that 
should be used by all healthcare professionals to determine baseline clinical status, monitor disease 
progression and assess treatment effectiveness. Furthermore, it uses practical examples to facilitate patient 
understanding in assessing their level of respiratory decline. However, it is now recognized that COPD does 
not just involve dyspnea; thus, a more comprehensive test was developed 


Table 1: mMRC Dyspnea Scale - An Assessment of COPD Severity 


[Grade [ Severity [Level of Dyspnea 


o None Dyspnea with vigorous exercise 
1 Mild Dyspnea when hurrying on the level or walking up a slight hill. 
a Moderate Walking slower than people of similar age and having to stop to catch a breath while on 


level ground 
Moderate Dyspnea after walking 100 meters or for a couple of minutes on level ground 
Severe Dyspnea upon dressing or moving around the house 


Adapted from: Modified Medical Research Council (MRC) dyspnea scale. ResearchGate. 


The COPD Assessment Test (CAT) addresses several domains of COPD that impact the patient's quality of life 
(i.e. other symptoms besides dyspnea, sleep, energy). The maximum score is 40 based on 8 parameters (each 
of which is assigned a score from 0-5). Similar to the mMRC test, the higher the score, the worse the 
prognostic outcomes. Unlike the mMRC test, the CAT test is available in numerous languages, so that 
patients are able to accurately assess their clinical presentation. 

RATIONALE: 

Correct Answer: 

(Option #2): SN fits the Grade 2 description as she walks slower than her friend who is of similar age to catch 
her breath, 

Incorrect Answers: 

(Option #1): SN does not fit the Grade 1 description because she feels short of breath with walking at a 
normal pace. 

(Option #3): SN does not fit the Grade 0 description as her breathlessness does not arise with vigorous 
exercise. 

(Option #4): SN does not fit the Grade 4 description as her breathlessness does not limit her activities of 
daily living. 

TAKEAWAY/KEY POINTS: 

The mMRC dyspnea scale is a prognostic test that stratifies baseline functional status due to shortness of 
breath, attributable to COPD. It can also track a patient's clinical progress with time due to therapeutic 


interventions and determine the need for changes to pharmacological therapy, in order to optimize patient 
care. 


REFERENCES: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


[2] Modified Medical Research Council (MRO) dyspnea scale. 
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ResearchGate. https://www.researchgate.net/figure/Modified-Medical-Research-Council-MRC-Dyspnea- 
Scale-Modified-Medical-Research-Council_tbl2_260087408. 


The correct answer is: Grade 2 


You see SN again a few years later and find out that she now has very severe COPD (mMRC Grade 4). 


As per the Modified Medical Research Council (mMRC) dyspnea scale, which of the following is the most 
likely to lead to a classification of very severe COPD? 


Select one: 
Stopping for breath every few minutes while walking on level ground * 
Being unable to walk up a slight gradient without becoming breathless * 


Becoming breathless  ¥ 
while getting dressed 
and undressed 


Rose Wang (ID:113212) this answer is correct. Becoming breathless 
during a simple task such as dressing is indicative of mMRC Grade 4 
(very severe COPD). 


Experiencing shortness of breath during strenuous exercise X% 


Marks for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To understand the clinical utility of the mMRC (Modified Medical Research Council) dyspnea scale in 
determining the patient's baseline level of breathlessness and functional impairment, and monitoring the 
patient's progress over time with the use of pharmacological measures. 


BACKGROUND: 


The mMRC dyspnea scale (Table 1) is used to assess disease severity based on the cardinal symptom of 
COPD, which is dyspnea. There are five grades assigned to the scale. The higher the grade (e.g. grade 4), the 
worse the prognosis and the higher the mortality risk. It is also a simple, 5-minute assessment tool that 
should be used by all healthcare professionals ta determine baseline clinical status, monitor disease 
progression and assess treatment effectiveness. Furthermore, it uses practical examples to facilitate patient 
understanding in assessing their level of respiratory decline. However, it is now recognized that COPD does 
not just involve dyspnea; thus, a more comprehensive test was developed. 


Table 1: mMRC Dyspnea Scale - An Assessment of COPD Severity 


l Grade [ Severity [ Level of Dyspnea ) 


0 None Dyspnea with vigorous exercise 
1 Mild Dyspnea when hurrying on the level or walking up a slight hill. 


Walking slower than people of similar age and having to stop to catch a breath 


2 Moderate white on level ground 


Moderate Dyspnea after walking 100 meters or for a couple of minutes on level ground 
4 Severe Dyspnea upon dressing or moving around the house 


Adapted from: Modified Medical Research Council (MRC) dyspnea scale. ResearchGate. 


The COPD Assessment Test (CAT) addresses several domains of COPD that impact the patient's quality of life 
(i.e. other symptoms besides dyspnea, sleep, energy). The maximum score is 40 based on 8 parameters (each 
of which is assigned a score from 0-5). Similar to the mMRC test, the higher the score, the worse the 
prognostic outcomes. Unlike the mMRC test, the CAT test is available in numerous languages, so that 
patients are able to accurately assess their clinical presentation. 


RATIONALE: 

Correct Answer: 

(Option #3): Becoming breathless during a simple task such as dressing is indicative of mMRC Grade 4. 
Incorrect Answers: 

(Option #1): Breathlessness while walking on level ground is characteristic of mMRC Grade 3. 

(Option #2): Breathlessness while walking up slight inclines is characteristic of mMRC Grade 1. 

(Option #4): Shortness of breath with strenuous exercise is indicative of mMRC Grade 0. 
TAKEAWAY/KEY POINTS: 


The mMRC dyspnea scale is a prognostic test that stratifies baseline functional status due to shortness of 
breath, attributable to COPD. It can also track a patient's clinical progress with time due to therapeutic 
interventions and determine the need for changes ta pharmacological therapy, in order to optimize patient 
care. 


REFERENCES: 
[1] Global strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


[2] Modified Medical Research Council (MRO) dyspnea scale. 
ResearchGate. https://www.researchgate.net/figure/Modified-Medical-Research-Council-MRC-Dyspnea- 
Scale-Modified-Medical-Research-Council_tbl2_260087408. 
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The correct answer is: Becoming breathless while getting dressed and undressed 


THE NEXT 2 QUESTIONS INCLUSIVE REFER TO THE FOLLOWING CASE: 


LP, a 63-year-old male, presents to your clinic with Chronic Obstructive Pulmonary Disease (COPD). He 
has a 30 pack-year history of smoking but quit when he was diagnosed with COPD three years ago. 
The only medication that he is on is a salbutamol 200 mcg inhaler (Diskus) which is to be used as 
needed. He says that he experiences shortness of breath when walking at the same pace as his twin, 
which never used to happen a year ago. He has had to use his salbutamol inhaler several times in the 
last few months and was admitted to the hospital for an exacerbation a few weeks ago. As a result, he 
is becoming increasingly concerned about his condition getting worse. You have him complete the 
COPD Assessment Test (CAT) and he scores 21. 


How would you categorize LP's COPD according to the Global Initiative for Chronic Obstructive Lung Disease 
(GOLD) ABE assessment tool? 


Select one: 
Group C X 
Group B % 
Group A X 
Group Y 
E Rose Wang (ID:113212) this answer is correct. LP was hospitalized for an exacerbation so 

this automatically puts him in group E. 


Marks for this submission: 1.00/1.00. 

TOPIC: COPD 

LEARNING OBJECTIVE: 

To learn how to use the refined ABE assessment tool based on a patient's symptomatic assessment and 
exacerbation history. 

BACKGROUND: 

The mMRC dyspnea scale (Table 1) is used to assess disease severity based on the cardinal symptom of 
COPD, which is dyspnea. There are five grades assigned to the scale. The higher the grade (e.g. grade 4), the 
worse the prognosis and the higher the mortality risk. It is also a simple, 5-minute assessment tool that 
should be used by all healthcare professionals to determine baseline clinical status, monitor disease 
progression and assess treatment effectiveness. Furthermore, it uses practical examples to facilitate patient 


understanding in assessing their level of respiratory decline. However, it is now recognized that COPD does 
not just involve dyspnea; thus, a more comprehensive test was developed. 


Table 1: mMRC Dyspnea Scale - An Assessment of COPD Severity 


[ Grade | Severity [ Level of Dyspnea ] 


0 None Dyspnea with vigorous exercise 
| Mild Dyspnea when hurrying on the level or walking up a slight hill. 


Walking slower than people of similar age and having to stop to catch a breath 


Z Moderate while on level ground 


Moderate Dyspnea after walking 100 meters or for a couple of minutes on level ground 
4 Severe Dyspnea upon dressing or moving around the house 


Adapted from: Modified Medical Research Council (MRC) dyspnea scale. ResearchGate. 


The COPD Assessment Test (CAT) addresses several domains of COPD that impact the patient's quality of life 
(i.e. other symptoms besides dyspnea, sleep, energy). The maximum score is 40 based on 8 parameters (each 
of which is assigned a score from 0-5). Similar to the mMRC test, the higher the score, the worse the 
prognostic outcomes. Unlike the mMRC test, the CAT test is available in numerous languages, so that 
patients are able to accurately assess their clinical presentation. 

RATIONALE: 

Correct Answer: 

(Option #4): LP was hospitalized for an exacerbation so this automatically puts him in group E. 

Incorrect Answers: 


(Option #1): The new guidelines have replaced categories C and D with E, therefore group C no longer 
exists. 
(Option #2,3): LP was hospitalized for an exacerbation so this automatically puts him in group E. 


TAKEAWAY/KEY POINTS: 


The ABE classification scheme incorporates patient-reported outcomes and emphasizes the importance of 
exacerbation prevention in reducing the progression of COPD. Furthermore, it guides healthcare 
professionals in choosing individual therapies that will improve the health status of patients and reduce the 
frequency and severity of exacerbations. 


Question 9 
1D: 10829 


Corect 


Y Fiag question 


KEFEKENCE: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


[2] Modified Medical Research Council (MRO) dyspnea scale. 
ResearchGate. https://www.researchgate.net/figure/Modified-Medical-Research-Council-MRC-Dyspnea- 
Scale-Modified-Medical-Research-Council_tbl2_260087408. 


The correct answer is: Group E 


Which of the following is the best option for LP? 


Select one: 


LP should continue his salbutamol 200 mcg and monitor him for worsening symptoms X 


LP should start on low-dose fluticasone/salmeterol 125/25 mcg: 2 puffs BID % 


LP should start on {v E STI RET 
Umeclidinium/vilanterol 62.5/25 ose Wang (ID:113212) this answer is correct. Because 
Nii ie daily t falls under group E, a combination LAMA/LABA is 


‘appropriate. 


LP should start on tiotropium bromide 18 mcg: 1 puff once daily * 


Marks for this submission: 1.00/1.00. 

TOPIC: COPD 

LEARNING OBJECTIVE: 

To recognize the appropriate pharmacological management options based on a patient's ABCD stratification 
group. 

BACKGROUND: 

The GOLD committee's refined ABE assessment tool stratifies patients with COPD patients based on 
symptomatic presentation and exacerbation history. The stratification is dependent on two parameters: 


symptoms based on the COPD Assessment Test (CAT) or Modified Medical Research Council (mMRO), and 
exacerbation history. 


The refined ABE assessment places patients in group A if their mMRC is 0-1 or CAT <10 and they have a <1 
exacerbation that has not led to a hospitalization. Patients are placed in group B if their mMRC is >2 or CAT 
>10 and they have a <1 exacerbation that has not led to a hospital admission. Patients are placed in group E 
if they have had 22 exacerbations in the past year (no hospital admissions) or if they had >1 exacerbation in 
the past year that led to a hospital admission. The mMRC and CAT scores are irrelevant in group E. 


A treatment algorithm has been proposed to guide therapy according to a patient's ABE stratification group. 
The recommendations made are based on evidence-based data that examines the safety and efficacy of 
these treatments in these specific patient populations. 


Patients in group A should be on short or long-acting bronchodilator(s) such as a short-acting beta agonist 
(SABA), short-acting anti-muscarinic agent (SAMA), long-acting beta agonist (LABA) or long-acting anti- 
muscarinic agent (LAMA). Patients in group B should be on a LABA and LAMA. Patients in group E should be 
ona LABA and LAMA. 


An ICS may be used in the following situations: 


* History of hospitalization(s) for COPD exacerbations despite being on appropriate long-acting 
bronchodilator maintenance therapy 


+ 2 or more moderate COPD exacerbations in the last year despite being on appropriate long-acting 
bronchodilator maintenance therapy 


* Blood eosinophils of 300 or more per uL 
* History of/concomitant asthma 


© 1 moderate COPD exacerbation in the last year despite being on appropriate long-acting 
bronchodilator maintenance therapy 


© Blood eosinophils of 100 or more cells/uL or <300 cells/uL 


RATIONALE: 

Correct Answer: 

(Option #3): Because LP falls under group E, a combination LAMA/LABA is appropriate. 
Incorrect Answers: 


(Option #1): LP's symptoms are already getting worse, so monitoring without making any changes to his 
drug therapy is inappropriate. 

(Option #2): An ICS is inappropriate to recommend at this time. 

(Option #4): A long-acting muscarinic antagonist is insufficient on its own to control LP's symptoms, as he is 
in group E. 

TAKEAWAY/KEY POINTS: 

Patients in group E should be on a LABA + LAMA. 

REFERENCE: 


[1] Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: LP should start on umeclidinium/vilanterol 62.5/25 mca: 1 puff once dailv 


Cuestion 10 Which of the following is NOT an appropriate non-pharmacological measure for patients with COPD? 
1D: 10841 


Correct Select one: 
Smoking cessation is the best way to improve COPD prognosis * 


Physical activity is v 
discouraged due to 
reduced lung function 


Rose Wang (ID:113212) this answer is correct. Physical activity is 
associated with low mortality due to COPD and should be highly 
encouraged. 


Influenza vaccinations are recommended annually % 


Patients should take measures to avoid airborne pollution and dust * 


Maris for this submission: 1.00/1.00. 
TOPIC: COPD 
LEARNING OBJECTIVE: 


To recognize the non-pharm measures that patients with COPD should pursue in order to improve their 
symptoms, prevent exacerbations, and improve their overall quality of life. 


BACKGROUND: 


Patients with COPD will benefit greatly from smoking cessation as it is the only factor that will halt the 
progression of the disease. The avoidance of air pollution, dust and chemicals are also recommended. 
Healthcare professionals should recommend smoking cessation to patients at every point of contact to 
improve their clinical status, and reduce their risk of exacerbations and secondary cardiovascular 
complications. The longer the period of counselling, the more motivated that patients will be to quit. 


Patients should also receive their influenza and pneumococcal vaccinations to reduce their incidence of 
respiratory tract infections and prevent further exacerbations. Pneumococcal vaccinations are recommended 
for patients 265 years of age and younger patients with comorbid heart disease. They have been associated 
with reduced rates of community-acquired pneumonia, bacteremia and invasive pneumococcal disease in 
patients with COPD. Thus, pharmacists should encourage immunizations especially in this patient 
population. 

In addition, physical activity should be encouraged in patients with COPD as it helps to improve their joint 
and bone strength and prevent immobility and frailty. It is also associated with a reduced risk of mortality. In 
particular, pulmonary rehabilitation relieves dyspnea, improves exercise tolerance, and reduces the risk of 
COPD-related hospitalizations. 

Furthermore, the exposure to airborne allergens and irritants results in airway hyperresponsiveness and 
increases the symptoms that patients experience. Thus, avoidance of these noxious particles will prevent 
COPD exacerbations and worsening clinical presentation. 

RATIONALE: 

Correct Answer: 

(Option #2): Physical activity is associated with low mortality due to COPD and should be highly encouraged. 
Incorrect Answers: 


(Option #1): Smoking cessation is key to halt the progression of COPD and all patients should be advised to 
quit. 

(Option #3): Influenza vaccinations reduce the incidence of respiratory tract infections, thus preventing 
exacerbations. 

(Option #4): Avoidance of air pollution, occupational dust and other irritants reduces the development of 
symptoms. 


TAKEAWAY/KEY POINTS: 


In summary, smoking cessation, pulmonary rehabilitation, trigger avoidance and vaccinations are non- 
pharmacological interventions that should be suggested to all patients to improve their lung function, reduce 
their risk of exacerbations and possibly prevent the progression of their COPD. 


REFERENCES: 


[1] 1.Global Strategy for the Diagnosis, Management and Prevention of COPD, Global Initiative for Chronic Obstructive 
Lung Disease (GOLD) 2023 Report. Available From: https://goldcopd.org/2023-gold-report-2/ 


The correct answer is: Physical activity is discouraged due to reduced lung function 
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